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a b s t r a c t
Introduction: Women using emergency departments (ED) or urgent care facilities for their usual care may lack access to
contraception. This study examined the relationship between effectiveness of current contraception use (highly
effective/effective methods vs. less effective/no method) and usual source of care in the clinic (referent group), urgent
care, ED, or none among U.S. reproductive-aged females at risk for unintended pregnancy.
Methods: Using the National Survey of Family Growth, we conducted logistic regression analyses using pooled, as well as
age- and insurance-stratiﬁed, data.
Results: Less effective/no contraception was associated with ED (odds ratio [OR] ¼ 1.9 [95% CI ¼ 1.3, 3]) and no usual
source of care (OR ¼ 1.5 [95% CI ¼ 1.3, 1.8]) in the unadjusted logistic regression. Adjusting for confounders, no usual
care source was marginally associated with less effective/no contraception use (OR ¼ 1.2 [95% CI ¼ 1.0, 1.4]; p ¼ .041).
Adjusted age- and insurance-stratiﬁed analyses revealed that less effective/no contraception was associated with the
following: no usual care source for 15 to 19-year-olds (OR ¼ 2.5, [95% CI ¼ 1.5, 4.1]); ED usual care source for 20 to 25year-olds (OR ¼ 2.2, [95% CI ¼ 1.0, 4.5]; p ¼ .038); ED usual care source for Medicaid/Children’s Health Insurance
Program-insured (OR ¼ 2.0, [95% CI ¼ 1.0, 3.7]; p ¼ .042); and ED usual care source for any publicly-funded insurance
(adjusted OR ¼ 2.1, [95% CI ¼ 1.1, 3.8]).
Conclusion: Overall, use of less effective/no contraception did not vary substantially by usual source of care. Stratiﬁed
analyses showed some groups of women with ED usual source of care (20 to 25-year-olds, Medicaid/Children’s Health
Insurance Program insurance, or any publicly-funded insurance) and no usual care source (15 to 19-year-olds) had
higher odds of using less effective/no contraception.
Ó 2018 Jacobs Institute of Women's Health. Published by Elsevier Inc.

Unintended pregnancies, deﬁned as mistimed or unwanted at
the time of conception, have considerable health, social, and
monetary costs (Finer & Zolna, 2011; 2014; 2016; Hoffman &
Maynard, 2008; Logan, Holcombe, Manlove, & Ryan, 2007;
Nuevo-Chiquero, 2014; Sonﬁeld & Kost, 2015). Black, Hispanic,
low-income, and 15- to 24-year-old females are still disproportionately affected, despite recent decreases in the proportion of
* Correspondence to: Martina T. Caldwell, MD, MS, Henry Ford Hospital,
Department of Emergency Medicine, 2799 W. Grand Boulevard, CFP-263 Detroit,
MI 48202. Phone: (313) 916-5199; fax: (313) 916-7437.
E-mail address: mcaldwe2@hfhs.org (M.T. Caldwell).

pregnancies that are unintended from 51% in 2008 to 45% in 2011
(Finer & Zolna, 2016). Contraception is a safe and effective form
of prevention for unintended pregnancy (Curtis, Jatlaoui, et al.,
2016; Curtis, Tepper, et al., 2016). Yet, contraceptive nonuse
and inconsistent use, low uptake of highly effective methods
such as intrauterine devices and implants, and limited access to
family planning contribute to inequities in unintended pregnancy (Branum & Jones, 2015; Frost, Singh, & Finer, 2007;
Grindlay & Grossman, 2016).
Having a usual care source is an important marker of health
care access associated with increased likelihood of receiving
preventive service, better health outcomes, and lower health
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care costs, including for women’s health (Blewett, Johnson, Lee,
& Scal, 2008; DeVoe, Petering, & Krois, 2008; Ettner, 1996;
Jetty, Green, Bazemore, & Petterson, 2015; Lau, Adams, Irwin, &
Ozer, 2013; Merzel & Moon-Howard, 2002; Phillips et al., 2009;
VanGompel, Jerant, & Franks, 2015). However, acute care settings
like the emergency departments (ED) and urgent care facilities
differ from primary care clinics as usual sources of care because
they generally lack preventive and continuity of care services,
resulting in unmet health needs (Castilla, Cho, Smith, Hochhalter,
& Ory, 2013; Corbie-Smith, Flagg, Doyle, & O’Brien, 2002;
Grumbach, Keane, & Bindman, 1993; Janke et al., 2015; Shi, Nie, &
Wang, 2013). Although few report urgent care or ED usual care
sources (Centers for Disease Control and Prevention, 2014;
Hennepin County Public Health Department, 2016a; 2016b;
Sebastian & Fairbrother, 2012; Walls, Rhodes, & Kennedy,
2002), individuals with no usual care source often reﬂect two
distinct populations that may intersect with the ED or urgent
care: 1) those with poor access to health care who may primarily
use acute care settings when they do seek health care, and 2)
healthy populations who do not often use medical services,
except for unexpected injury or illness for which they obtain care
in the acute care settings (Liaw, Petterson, Rabin, & Bazemore,
2014; Pancholi, 2004). In either circumstance, the ED or urgent
care may be a woman’s only access to effective contraception to
prevent unintended pregnancy.
Literature supports the acceptability and early feasibility of
contraception services in acute care settings (American College
of Obstetricians and Gynecologists’ Committee on Health Care
for Underserved Women, 2016; Chernick et al., 2015; 2016;
Merchant et al., 2007; Miller, Randell, Barral, Sherman, &
Miller, 2016; Schwarz et al., 2013). Yet, data exploring the
magnitude of contraception needs among women who rely on
the ED or urgent care facilities are limited (Chernick, Kharbanda,
Santelli, & Dayan, 2012; Todd, Mountvarner, & Lichenstein,
2005). The purpose of this study is to examine the relationship
between usual source of care (clinic, urgent care, ED, or none)
and effective contraception use among U.S. females age 15 to
44 years. We also aim to understand how insurance and age
moderate this association. We hypothesized that the ED, urgent
care, and no usual source of care groups would have increased
odds of using less effective/no contraception compared with
clinic users. We also hypothesized that this association would be
particularly strong among 15 to 25-year-old and uninsured
women.
Methods
This cross-sectional study analyzed data from the National
Survey of Family Growth (NSFG), a publicly available data set
from the Centers for Disease Control and Prevention (National
Center for Health Statistics & Centers for Disease Control and
Prevention, 2011). The NSFG primarily gathers reproductive
health information via in-person, computer-assisted interviews
from a nationally representative sample of men and women.
Because these data are de-identiﬁed and publicly available, the
institutional review board designated this study not regulated.
The NSFG randomly sampled noninstitutionalized women
aged 15 to 44 years living in households in the United States,
oversampling Black, Hispanic, and adolescent participants. We
excluded women who were pregnant, seeking pregnancy, or
never sexually active because they are not at risk for unintended
pregnancy. We also excluded women who reported their usual
care source as hospital regular room or other (Figure 1). We
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Figure 1. Study sample diagram. NSFG, National Survey of Family Growth.

combined two consecutive waves of data, 2006 to 2010 and 2011
to 2013, for this analysis. The 2006 to 2010 database contained
responses from 12,279 female respondents, and the 2011 to 2013
database contained responses from 5,601 female respondents.
Further information about sampling techniques is found elsewhere (National Center for Health Statistics & Centers for Disease
Control and Prevention, 2011, 2014).
The main predictor was usual source of care, which was
measured by combining two questions: “Is there a place that you
usually go to when you are sick or need advice about health?”, to
which positive responses were asked “What kind of place is it?”
We categorized usual source of care into four groups: 1) clinic, 2)
urgent care, 3) ED, and 4) none. The clinic group included private
doctor’s ofﬁce, hospital outpatient clinic, community health
clinic, family planning clinic, employer- or school-based clinic, or
sexually transmitted disease clinic, which reﬂect outpatient
continuity of care or specialty reproductive health settings. We
maintained urgent care as an independent category because
comparative analysis showed that urgent care and clinic demographics were similar, despite urgent care facilities functioning as episodic health care settings like the ED. “Emergency
room” responses were placed in the ED category and those with
no usual care source were maintained as a separate group.
We evaluated age at the time of interview, self-identiﬁed race
or ethnicity, highest educational year completed, insurance type,
and poverty status as potential confounders. We combined
Medicaid and Children’s Health Insurance Program (CHIP) into
one insurance category. We created an other government insurance category that combined Medicare, military, and other
government-funded insurance types because these plans are
publicly funded, but the eligibility requirements are substantially
different from Medicaid/CHIP programs and reﬂect different
populations. We categorized poverty status by percent poverty
level based on thresholds set by the U.S. Census Bureau.
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Our primary outcome was effectiveness of the contraceptive
method used during the month of the interview. We dichotomized contraceptive methods into the following categories
based on the percentage of women who experience an unintended pregnancy within the ﬁrst year of typical contraception
use: 1) highly effective/effective methods (male and female
sterilization, intrauterine devices, implants, injectable, oral
contraceptive pills, vaginal ring, and transdermal patch) and 2)
less effective/no method (barrier methods such as condoms and
diaphragm, spermicide, periodic abstinence, withdrawal, emergency contraceptive pills, other methods, and no contraception;
Sundaram et al., 2017; Trussell, 2011; Trussell, Raymond, &
Cleland, 2014). In instances where respondents indicated the
use of multiple contraceptive methods concurrently, we categorized women based on the most effective method reported.
All variables were measured consistently across all waves of
data; however, usual source of care measures were only available
as of 2008. The NSFG used multiple imputation, interviewer
observations, and self-administered item responses where
possible to impute missing data. Neither the usual source of care
nor the contraception use measures were imputed. Five observations were missing complete data and we dropped these from
the analyses.
We computed weighted distributions of demographic groups
and tested differences across usual care sources using c2 tests.
We then conducted bivariate and multivariable logistic regression analyses to estimate the odds of using less effective/no
contraception by usual source of care setting. We used an iterative process for building our models, adding potential confounders in a stepwise fashion based on the change-in-estimate
criterion (Mickey & Greenland, 1989). Only variables that
changed the coefﬁcient of the main predictor and outcome by
10% or more in each model iteration were retained in the ﬁnal
model.
Finally, we performed stratiﬁed multivariable regression analyses based on age groups (15–19, 20–25, and 26–44 years) and
insurance types (privately insured, Medicaid/CHIP, any publicly
funded insurance, and uninsured) to assess whether and how
age and insurance moderate the effects of usual source of care on
effective contraception use. We applied sample weights accounting for the complex survey design to all analyses to
generate population estimates of effect sizes and variances. We
also obtained predicted probabilities of less effective/no
contraception use based on estimates from the adjusted logistic
regressions holding other covariate at their own values. We
performed all analyses using Stata 14.2 (StataCorp, College Station, TX). Predicted probabilities were computed using the Stata
postestimation command, margins.

Results
This study included 9,291 participants, representing a population of 35.4 million women. Table 1 summarizes weighted
percentages of demographic characteristics of the sample.
Compared with the clinic usual source of care group, women
who used the ED or had no usual care were more likely to be
younger, uninsured, living below the poverty level, and to have
lower educational attainment. ED usual care had the highest
proportion of Black women. The urgent care group had similar
demographics as the clinic group, although fewer women in the
urgent care group reported incomes below the poverty line and
more women were uninsured.

Table 1
Demographic Characteristics of Study Population by Usual Source of Care: National Survey of Family Growth, 2008–2013
Usual Source of Care, n (Weighted %)*
Clinic
Total, n (weighted %)
7,300 (80.3)
Age (y), mean  SD
31.7  7.5
Race/ethnicity
White, non-Hispanic 62.1
Black, non-Hispanic
13.3
Hispanic/Latino
17.4
Other
7.1
Education
Less than high school 14.0
High school degree/
25.8
GED
Some college or
60.1
higher
Household income as % poverty level
<100
23.4
100-199
21.1
200
55.5
Insurance type
Private
64.5
Medicaid/CHIP
15.0
Other government
4.7
Uninsured
15.8
Relationship status
Married
45.6
Cohabitating
13.2
Single
41.2
Metropolitan status
Urban
30.6
Suburban
52.7
Rural
16.7
*

Urgent
Care

Emergency None
Department

195 (2.2) 236 (1.6)
31  7.0 29.8  9.4

1,560 (15.8)
29.0  7.5

65.3
16.4
7.3
11.0

32.3
46.5
15.9
5.3

48.2
12.1
29.3
10.4

6.7
20.3

40.5
40.7

22.9
30.7

72.9

18.8

46.4

14.6
25.3
60.1

58.1
27.7
14.2

35.4
27.1
37.5

62.1
8.7
1.8
27.4

10.0
26.7
2.5
60.8

33.4
15.5
2.5
48.5

42.8
17.0
40.1

20.5
18.9
60.6

31.7
21.3
47.0

38.2
50.0
11.8

52.5
34.9
12.6

38.5
49.7
11.9

Weighted percentages for columns. May not add to 100 owing to rounding.

Overall, 62.9% of women used highly effective or effective
contraception, with approximately one-third (30.2%) using
sterilization (Figure 2). Equal proportions of women (20%) used
oral contraceptive pills or no contraception at all. The ED (27.5%)
and no usual care sources (24.2%) had markedly higher contraception nonuse. Additionally, 8.3% of women used intrauterine
devices or implants, the most effective forms of reversible
contraception.
Bivariate logistic regression analyses demonstrated that ED
(unadjusted odds ratio, 1.9; 95% conﬁdence interval [CI], 1.3–3.0)
and no usual source of care (unadjusted odds ratio, 1.5; 95% CI,
1.3–1.8) were associated with less effective/no contraception use.
After adjusting for race/ethnicity, age, and insurance type in the
multivariable logistic regression model, women with no usual
care source had a marginally higher odds of using less effective/
no contraception (Adjusted Odds Ratio [AOR], 1.2; 95% CI, 1.0–1.4;
p ¼ .041). Neither urgent care nor ED usual source of care were
linked to effectiveness of contraception in the adjusted regression model (Table 2).
When evaluating this effect across age strata, 15- to 19-year
old women with no usual care source had an AOR of 2.5 (95% CI,
1.5–4.1) for using less effective/no contraception compared with
clinic users (Table 3). The adjusted predicted probability of using
less effective/no contraception among adolescents with no usual
care source was twice the probability of same-aged clinic users
(30% vs. 14%, respectively). Similarly, 20- to 25-year-old ED users
had an AOR of 2.2 (95% CI, 1.0–4.5; p ¼ .038) for using less
effective/no contraception. The adjusted predicted probability of
using less effective/no contraception among 20- to 25-year-old
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Figure 2. Current contraceptive method used by usual source of care. Condoms include male and female condoms. yHighly effective/effective methods. zLess effective/no
method. xWhen multiple contraceptive methods were used, the response was categorized according to the most effective method. #Other includes foam, Today Sponge,
suppository, jelly, cream, periodic abstinence, withdrawal, and other contraceptive methods. **Emergency contraceptive pills. OMB No. 0925-0001 and 0925-0002 (Rev. 10/
15 Approved Through 10/31/2018).
*

women reporting ED as their usual care source was 71%
compared with 42% among the same age group using the clinic.
There were no differences in the effect between usual source of
care in any setting and contraception effectiveness for women
26 years of age and older.
Among Medicaid/CHIP-insured women, ED usual source of
care was associated with less effective/no contraception use after
adjusting for confounders (AOR, 2.0; 95% CI, 1.0–3.7; p ¼ .042)
when compared with clinic users (Table 4). Based on the
adjusted predicted probabilities, Medicaid/CHIP-insured women
who used the clinic as their usual source of care had a 36%
probability of using less effective/no contraception compared
with 54% for ED users, 46% for the group with no usual care

Table 2
Bivariate and Multivariable Logistic Regression Analyses of Less Effective/No
Contraception Use by Usual Source of Care*
Usual Source of Care

Unadjusted
OR

Clinic
Urgent care
Emergency department
No usual source of care

Referent
0.9
1.9
1.5

95% CI

Adjusted
ORy

95% CI

0.6–1.3
1.3–3.0
1.3–1.8

0.8
1.4
1.2

0.6–1.2
0.9–2.1
1.0–1.4z

Bolded text indicates signiﬁcant ﬁndings.
* Referent outcome group is highly effective/effective contraception use for all
analyses.
y
Multivariable logistic regression adjusts for race/ethnicity, age, and insurance type.
z
This conﬁdence interval includes 1.0 owing to rounding. The actual value for
the lower end of the conﬁdence interval is 1.006. The p-value is .041, indicating
statistical signiﬁcance.

source, and 24% for urgent care users. ED users with any publicly
funded insurance, including Medicaid, CHIP, Medicare, military,
and other government insurance, were also more likely to use
less effective/no contraception (AOR, 2.1; 95% CI, 1.1–3.8).
Adjusted predicted probability trends were similar to the
Medicaid/CHIP analyses. There were no associations between
any usual care source category and contraception effectiveness
for the privately insured or uninsured groups.
Discussion
A large proportion of women in this sample used male or
female sterilization, reﬂecting the older age distribution (mean
age, 30.2 years) of our sample. Still, our ﬁndings identify potential unmet contraception needs among young and publicly
insured women lacking a usual care source in a clinic setting.
This study also provides an estimate of effective contraception
use among a nationally representative subset of ED and urgent
care users, which does not seem to have been studied previously.
These data highlight a potential role for EDs in efforts to decrease
unintended pregnancy through the provision of contraception
services in high-volume and easily accessible ambulatory care
settings where patients often have long wait times.
Consistent with other studies (Frost et al., 2007), we found
high rates of contraception nonuse, especially among women
using the ED or with no usual source of care. A recent analysis
suggests that moving nonusers to any contraceptive method,
including condoms, can improve unintended pregnancy rates
(Thomas & Karpilow, 2016), which highlights the potential impact
of increasing access to contraception in settings like the ED. ED
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Table 3
Age-Stratiﬁed Bivariate and Multivariable Logistic Regression Analyses of Less
Effective/No Contraception Use*
Usual Source of Care
15-19 years (n ¼ 962)y
Clinic (n ¼ 718)
Urgent care (n ¼ 20)
Emergency department
(n ¼ 27)
No usual source of care
(n ¼ 197)
20-25 years (n ¼ 1,954)z
Clinic (n ¼ 1,394)
Urgent care (n ¼ 47)
Emergency department
(n ¼ 68)
No usual source of care
(n ¼ 445)
26-44 years (n ¼ 6,375)k
Clinic (n ¼ 5,188)
Urgent care (n ¼ 128)
Emergency department
(n ¼ 141)
No usual source of care
(n ¼ 918)

Unadjusted
OR

95% CI

Adjusted
OR

95% CI

Referent
0.5
3.9

0.1–1.6
1.3–12.1

0.4
2.7

0.1–1.7
0.8–9.6

2.9

1.8–4.7

2.5

1.5–4.1

Referent
0.9
3.9

0.4–1.7
1.9–7.8

0.8
2.2

0.4–1.7
1.0–4.5x

1.7

1.2–2.4

1.3

0.9–1.8

Referent
1.0
1.2

0.6–1.6
0.7–2.1

0.9
1.1

0.5–1.3
0.7–1.8

1.2

1.0–1.4{

1.0

0.8–1.2

Bolded text indicates signiﬁcant ﬁndings.
* Referent outcome group is highly effective/effective contraception use for all
analyses.
y
Age 15–19 years multivariable logistic regression adjusts for race/ethnicity,
age and insurance. Education was not included as a confounder because the
majority of this population was enrolled in school at the time of the interview.
z
Age 20–25 years multivariable logistic regression adjusts for race/ethnicity,
insurance, and education.
x
This conﬁdence interval includes 1.0 owing to rounding. The actual value for
the lower end of the conﬁdence interval is 1.04. The p-value is .038, indicating
statistical signiﬁcance.
k
Age 26–44 years multivariable logistic regression adjusts for race/ethnicity,
age, insurance, education, and poverty status.
{
The p-value is .11, which is not statistically signiﬁcant.

providers often care for populations with disproportionately
higher rates of unintended pregnancy, including Black, Hispanic,
impoverished, poorly educated, and young women (Finer & Zolna,
2016; Viera, Pathman, & Garrett, 2006). Yet, addressing contraceptive needs in the ED is likely uncommon (Liles, Haddad,
Lathrop, & Hankin, 2016). ED providers can play a role in eliminating disparities in unintended pregnancy by screening for
contraception needs, facilitating improved care transitions to
community-based family planning services, or prescribing bridge
methods of contraception using widely available screening tools
or prescribing models (Curtis, Tepper, et al., 2016; Farris et al.,
2010; Grossman et al., 2008; Schwarz et al., 2013).
The ED serves as a safety net health care setting for many
women. National estimates from 2013 suggest that reproductiveaged females, 15- to 44-years-old, account for 33.6 million or
25.8% of all ED visits (Rui, Kang, & Albert, 2013). Many of these ED
visits address reproductive health or nonemergent issues, in
some cases despite patients having adequate insurance or an
established relationship with an obstetrics and gynecology clinic
(Burns & Sacchetti, 2016; Cox et al., 2011; Nicholson, Ellison,
Grason, & Powe, 2001; Saef et al., 2016; Uscher-Pines, Pines,
Kellermann, Gillen, & Mehrotra, 2013; Villani & Mortensen,
2013). Our unadjusted results align with previous literature that
suggests that higher proportions of women who use EDs may be
at risk for unintended pregnancy (Todd et al., 2005).
The ﬁnding that women who reported urgent care usual
source of care tended to use more effective contraception than

Table 4
Insurance-Stratiﬁed Bivariate and Multivariable Logistic Regression Analyses of
Less Effective/No Contraception Use*
Usual Source of Care

Unadjusted
OR

95% CI

Private Insurance (n ¼ 4,745)y
Clinic (n ¼ 4,191)
Referent
Urgent care (n ¼ 103)
0.9
0.6–1.4
Emergency department 2.6
1.0–7.0z
(n ¼ 29)
No usual source of care 1.1
0.8–1.6
(n ¼ 422)
Medicaid/CHIP Insurance (n ¼ 1,918)x
Clinic (n ¼ 1,518)
Referent
Urgent care (n ¼ 26)
0.6
0.1–2.7
Emergency department 2.2
1.1–4.5
(n ¼ 79)
No usual source of care 1.5
1.1–2.2
(n ¼ 295)
Any publicly funded insurance (n ¼ 2,334)x#
Clinic (n ¼ 1,870)
Referent
Urgent care (n ¼ 32)
0.5
0.1–2.3
Emergency department 2.5
1.3–4.7
(n ¼ 88)
No usual source of care 1.5
1.1–2.2
(n ¼ 344)
Uninsured (n ¼ 2,212)yy
Clinic (n ¼ 1,239)
Referent
Urgent care (n ¼ 60)
1.0
0.5–1.9
Emergency department 1.2
0.7–2.1
(n ¼ 119)
No usual source of care 1.4
1.0–1.9zz
(n ¼ 794)

Adjusted
OR

95% CI

0.8
2.1

0.5–1.3
0.8–5.4

1.0

0.8–1.4

0.6
2.0

0.1–3.7
1.0–3.7k

1.4

1.0–1.9{

0.5
2.1

0.1–2.7
1.1–3.8

1.3

1.0–1.9**

0.8
1.3

0.4–1.5
0.8–2.3

1.3

0.9–1.8

Bolded text indicates signiﬁcant ﬁndings.
* Referent outcome group is highly effective/effective contraception use for all
analyses.
y
Private insurance multivariable logistic regression model adjusts for age,
race, and education.
z
The p-value is .054, which is not statistically signiﬁcant.
x
Medicaid/CHIP insurance and any publicly funded insurance multivariable
logistic regression models adjust for age, race, and poverty.
k
This conﬁdence interval includes 1.0 owing to rounding. The actual value for
the lower end of the conﬁdence interval is 1.02. The p-value is .042, indicating
statistical signiﬁcance.
{
The p-value is .09, which is not statistically signiﬁcant.
#
Any publicly funded insurance includes Medicaid, CHIP, Medicare, military,
and any other government-funded insurance types.
** The p-value is .08, which is not statistically signiﬁcant.
yy
Uninsured multivariable logistic regression model adjusts for age, poverty,
and education.
zz
This conﬁdence interval includes 1.0 owing to rounding. The actual value for
the lower end of the conﬁdence interval is 1.03. The p-value is .03, indicating
statistical signiﬁcance.

the clinic group warrants further discussion. Urgent care users
are likely healthier than clinic usual users, who may have chronic
health conditions that limit contraception options. Urgent care
facilities are commonly staffed by primary care providers who
may be more prepared and more likely to provide preventive
services than ED clinicians. Urgent care facilities also provide a
range of same-day services, from acute to primary care, at a
lower cost than EDs (Scott et al., 2009; Weinick, Burns, &
Mehrotra, 2010). Thus, women reporting urgent care usual care
source may generally be healthy and informed consumers of
health care who seek low-cost, timely, and convenient care for
their needs, and may have greater access to contraception services than women who use the ED for their usual care.
Because the relationships between usual source of care, insurance type, and health outcomes is complex, we performed
insurance-stratiﬁed analyses. The association between ED usual
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care source and less effective/no contraception use among privately insured women had a large effect (AOR 2.1), but did not
reach statistical signiﬁcance, possibly because of the small cell
size (n ¼ 29). These data suggest that lacking a clinic usual care
source may be a less known risk factor for poor access to
contraception use, even among insured women.
This study had several limitations. The standard measure of
ED use, deﬁned as ED visits during a speciﬁed period of time, is
not available in the NSFG. This dataset also did not measure
chronic medical conditions associated with frequent ED use or
contraindications to contraception. Although our study population excluded women who were seeking pregnancy, we did not
account for the degree of pregnancy intention ambivalence or
intensity of desire to avoid pregnancy. We also included women
who received a hysterectomy or reported nonsurgical sterilization in the highly effective contraceptive group. Although they
lack fecundity, these women may have different demographics
and access to health care compared with those who choose
highly effective permanent or reversible contraceptive methods,
which may bias our results. Finally, to maximize statistical power
for our stratiﬁed analyses, we included a broad population of
women who had ever been sexually active, but may or may not
have been sexually active at the time of the interview. Therefore,
some participants may not have been at risk for unintended
pregnancy, limiting the external validity of these ﬁndings.
Implications for Practice and/or Policy
These data highlight unmet contraception needs among
reproductive aged women across all usual sources of care, which
indicate the importance of improving access to effective
contraception in nontraditional settings such as urgent care facilities and EDs. Addressing barriers to health care among adolescents aged 15 to 19 years with no usual source of care may be
important for reducing teen pregnancy further. Improving access
to contraception through EDs may improve effective contraception use among women aged 20 to 25 years and with
Medicaid/CHIP insurance. Research should continue to monitor
trends in contraception access in all health care settings to help
assess the impact of health care practice and policy changes.
Conclusions
Overall, use of less effective/no contraception did not vary
substantially by usual source of care. Stratiﬁed analyses showed
that 15 to 19-year-old women with no usual source of care and
20 to 25-year-old women who used the ED had higher odds of
less effective/no contraception compared with women reporting
the clinic as a usual care source. Women with Medicaid/CHIP or
any publicly funded insurance who use the ED as their usual
source of care also had higher odds of using less effective/no
contraception. No differences were observed among other strata.
These data identify groups of women who may beneﬁt from
improved access to contraception in nontraditional settings.
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